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ADeN

:   Australian Deprescribing Network

APSA

:   Australasian Pharmaceutical Science Association

ASCEPT

:   Australasian Society of Clinical and Experimental Pharmacologists and Toxicologists

CHERRIES

:   Checklist for Reporting Results of Internet E‐Surveys

IGRIMUP

:   Inappropriate Medication Use and Polypharmacy Group

MeSH

:   Medical Subject Heading

PPI

:   proton‐pump inhibitor

RCT

:   randomized controlled trials

REDCap

:   Research Data Electronic Capture

1. INTRODUCTION {#prp2476-sec-0001}
===============

Deprescribing has been identified as the patient‐centered process of withdrawing potentially harmful or unnecessary medications in order to improve health outcomes.[1](#prp2476-bib-0001){ref-type="ref"} Despite many deprescribing studies being in progress internationally, there is an ongoing recognition of the need to conduct quality, robust clinical deprescribing trials to investigate the benefits and safety of stopping medicines.[2](#prp2476-bib-0002){ref-type="ref"}, [3](#prp2476-bib-0003){ref-type="ref"}, [4](#prp2476-bib-0004){ref-type="ref"} However, study design and outcomes often vary, leading to great heterogeneity in the literature, and presenting challenges for researchers and practitioners to synthesize results and implement recommendations into clinical practice.[5](#prp2476-bib-0005){ref-type="ref"}, [6](#prp2476-bib-0006){ref-type="ref"}, [7](#prp2476-bib-0007){ref-type="ref"}, [8](#prp2476-bib-0008){ref-type="ref"}

The primary challenge in deprescribing research is the weighing of risks the patient may accept against the potential benefits of discontinuing a drug.[9](#prp2476-bib-0009){ref-type="ref"} The recognition of more information on appropriate medication use has been highlighted by the World Health Organization, who have established *Medication Without Harm* as the theme of the third Global Patient Safety Challenge, with an overall goal of reducing severe avoidable medication‐harm by 50% globally.[10](#prp2476-bib-0010){ref-type="ref"} To improve the knowledge on the safety of deprescribing, researchers and health professionals have called for more high‐quality evidence, requiring more clinical deprescribing trials.[11](#prp2476-bib-0011){ref-type="ref"}, [12](#prp2476-bib-0012){ref-type="ref"}, [13](#prp2476-bib-0013){ref-type="ref"} Definitive clinical deprescribing trials would not only inform on the safety of deprescribing but also provide guidance on assessment of relevant outcomes.

While there are international clinical deprescribing guidelines, there is no Consolidated Standards of Reporting Trials (CONSORT) extension nor recognized framework for conducting clinical deprescribing trials.[11](#prp2476-bib-0011){ref-type="ref"}, [13](#prp2476-bib-0013){ref-type="ref"}, [14](#prp2476-bib-0014){ref-type="ref"}, [15](#prp2476-bib-0015){ref-type="ref"}, [16](#prp2476-bib-0016){ref-type="ref"}, [17](#prp2476-bib-0017){ref-type="ref"} Furthermore, while numerous studies have examined the perspectives on deprescribing from health professionals and patient groups, only one has explored the perspectives of those individuals who conduct the deprescribing trials.[5](#prp2476-bib-0005){ref-type="ref"}, [12](#prp2476-bib-0012){ref-type="ref"}, [18](#prp2476-bib-0018){ref-type="ref"}, [19](#prp2476-bib-0019){ref-type="ref"}, [20](#prp2476-bib-0020){ref-type="ref"}, [21](#prp2476-bib-0021){ref-type="ref"}, [22](#prp2476-bib-0022){ref-type="ref"}, [23](#prp2476-bib-0023){ref-type="ref"}, [24](#prp2476-bib-0024){ref-type="ref"}, [25](#prp2476-bib-0025){ref-type="ref"}, [26](#prp2476-bib-0026){ref-type="ref"} However, this study only gathered the opinions of a selected group of researchers and health professionals in a research workshop setting, and did not systematically analyze the ideas brought forward to evaluate their recommendations.[12](#prp2476-bib-0012){ref-type="ref"}, [24](#prp2476-bib-0024){ref-type="ref"} Instead a World Café, open dialogue session with roundtable discussion, was used with three questions on: research priorities for developing; outcome measures to inform; and, how to evaluate the implementation of, deprescribing guidelines in clinical settings.[12](#prp2476-bib-0012){ref-type="ref"}, [24](#prp2476-bib-0024){ref-type="ref"} Nor did this study examine other themes specific to clinical trials such as participant recruitment, ethical approval barriers, or the most appropriate study design.

Given that increasing numbers of deprescribing trials are currently being conducted, direction is needed on their design, conduct, and reporting.[27](#prp2476-bib-0027){ref-type="ref"} Yet, at present, there is little data on health professionals' and researchers' perspectives and experiences about conducting deprescribing clinical trials.

2. AIM {#prp2476-sec-0002}
======

To determine the perspectives, attitudes, interests, and perceived barriers and enablers in relation to conducting clinical deprescribing trials among health professionals and researchers.

3. MATERIALS AND METHODS {#prp2476-sec-0003}
========================

This cross‐sectional survey is reported per the Checklist for Reporting Results of Internet E‐Surveys (CHERRIES).[28](#prp2476-bib-0028){ref-type="ref"} Ethics approval for this study was granted by The University of Sydney\'s Human Research Ethics Committee, Sydney, Australia.

3.1. Design {#prp2476-sec-0004}
-----------

An anonymous, online survey was created using Research Data Electronic Capture (REDCap) software hosted on University of Sydney servers, and consisted of a nonrandomized mix of multiple‐choice questions and open‐ended options.

Twelve questions were developed, reviewed and piloted by all investigators for content validity. In addition, we sought input on questionnaire content from key national (n = 2) and international (n = 2) experts with experience in conducting deprescribing trials. The questions were formulated based on current clinical trial frameworks and addressed themes identified as barriers and enablers in current literature.[15](#prp2476-bib-0015){ref-type="ref"} The final questionnaire consisted of 10 multiple‐choice questions (with open‐ended options) exploring participants' experience and opinions on topics including trial rationale, and barriers and enablers across a clinical trial process. Finally, participants were asked if a clinical deprescribing trial framework needed to be developed, and whether the current CONSORT list \[<http://www.consort-statement.org/consort-statement/checklist> [\]]{.ul} required amending to include deprescribing trials. The final two questions included a free‐text component where participants could expand on their response. De‐identified basic sociodemographic data including age, gender, country of residence, and academic qualification were also captured.

The first page of the survey was the Participant Information Statement detailing the length of time of the survey, which data were stored and for how long, who the investigator was, and the purpose of the study. The final copy of the Letter of Invitation and the final survey is included in the Supplementary Information.

3.2. Participants {#prp2476-sec-0005}
-----------------

A letter of invitation with the closed survey link was sent by email to members of international deprescribing, and polypharmacy and pharmacy organizations including: Canadian Deprescribing Network (CaDeN); and Inappropriate Medication Use and Polypharmacy Group (IGRIMUP). National groups in Australia were also contacted and the letter of invitation and survey link distributed within monthly e‐newsletters (Australian Deprescribing Network \[ADeN\]; Australasian Society of Clinical and Experimental Pharmacologists and Toxicologists \[ASCEPT\]; Australasian Pharmaceutical Science Association \[APSA\]).

Further invitations were sent to any researchers not affiliated with the organizations above who had published deprescribing trials. These individuals were identified by searching the literature for studies under the Medical Subject Heading (MeSH) term "deprescribing" for publications that have deprescribing methodologies. The survey was open online for 10 weeks (June 23, 2017 to September 1, 2017) with two reminder emails also sent at approximately 3 weeks and 6 weeks after initial invitation. Cookies were used to assign a unique user identifier to each respondent who clicked the survey link and reached the Participant Information Statement on the first page of the survey.

3.3. Analysis of results {#prp2476-sec-0006}
------------------------

Anonymous data from the Research Electronic Data Capture (REDCap) website were imported into Microsoft Excel or Statistical Package for the Social Sciences (SPSS) Statistics for data analysis. Data were reported as descriptive statistics and presented as mean, number of responses, and percentage. The data from the open‐ended questions were derived using thematic analysis with themes derived using summative content analysis.[29](#prp2476-bib-0029){ref-type="ref"} Respondents were invited to identify three key components of a future framework, or to state three reasons why a future framework is not required. Study sample size was taken as the number of respondents who answered at least the first question following demographic data, irrespective of if all questions were answered or not.

4. RESULTS {#prp2476-sec-0007}
==========

Cookie data collected by REDCap indicated there were 117 unique site visitors with 104 respondents completing the baseline data (88.9% participation rate), and 96 completing at least one survey question (92.3% completion rate). Of these, 84 respondents submitted the completed survey with all questions answered (Figure [1](#prp2476-fig-0001){ref-type="fig"}).

![Respondent flowchart](PRP2-7-e00476-g001){#prp2476-fig-0001}

The mean age of respondents was 45.0 (SD ± 11.6), and majority was female (54.3%) (Table [1](#prp2476-tbl-0001){ref-type="table"}). Canada was the most popular base for respondents (31.7%), and most respondents were academics (34.7%). Less than half (41.3%) of respondents indicated that they had previous experience in conducting clinical deprescribing trials. There were no significant differences between responses to all questions based on participants' previous experience in conducting clinical deprescribing trials.

###### 

Baseline demographic data of participants

  Baseline demographics (N = 104)                        
  ------------------------------------------------------ --------------
  Age, mean (SD)                                         45.0 (±11.6)
  Female, N (%)                                          57 (54.3)
  Country, N (%)                                         
  Canada                                                 33 (31.7)
  Australia                                              25 (24.0)
  USA                                                    12 (11.5)
  Spain                                                  6 (5.8)
  UK                                                     5 (4.8)
  Ireland                                                4 (3.8)
  Other                                                  19 (18.3)
  Profession, N (%)                                      
  Academic                                               43 (34.7)
  Pharmacist                                             37 (29.8)
  Physician                                              28 (22.6)
  Student Researcher                                     6 (4.8)
  Nurse                                                  5 (4.0)
  Other                                                  5 (4.0)
  Experience in conducting deprescribing trials, N (%)   
  Yes                                                    43 (41.3)
  No                                                     61 (58.7)

John Wiley & Sons, Ltd

4.1. Rationale, barriers, and enablers of conducting clinical deprescribing trials {#prp2476-sec-0008}
----------------------------------------------------------------------------------

In relation to survey sample size, 96 respondents completed at least one question and respondents could submit more than one response or skip questions giving different sample sizes for each question.

The first three questions explored the rationale, and common barriers and enablers of conducting clinical deprescribing trials (Table [2](#prp2476-tbl-0002){ref-type="table"}). Respondents overwhelmingly indicated that the primary rationale for deprescribing studies is to "optimise clinical and/or patient centered outcomes" (79.2 ± 8.1%). Common enablers to conducting trials were "the beliefs of other health professionals regarding benefits of deprescribing" (24.4%), and "willingness of patients to participate" (20.9%). Common barriers to completing trials were the "time and effort required" (18.2%), and "establishing and/or maintaining relationships with other health professionals" (17.1%).

###### 

Responses to questions surveying the rationale, barriers, and enablers of conducting clinical deprescribing trials

  Question theme                                                                                                       Number of responses (%)
  -------------------------------------------------------------------------------------------------------------------- -------------------------
  Main rationale                                                                                                       96 (100)
  Assess the efficacy of deprescribing interventions to optimize clinical and/or patient‐centered outcomes             76 (79.2)
  Assess the efficacy of deprescribing interventions to optimize prescribing outcomes (ie, reduce medication burden)   14 (14.6)
  Generate evidence on medication harms                                                                                2 (2.1)
  Generate evidence on medication efficacy                                                                             1 (1.0)
  Other                                                                                                                3 (3.1)
  Common barriers                                                                                                      
  Time and effort required to conduct                                                                                  53 (18.2)
  Establishing and/or maintaining relationships with other health professionals involved in patient care               50 (17.1)
  Incorporating patients'/carers' opinions on the deprescribing process                                                37 (12.7)
  Coordinating deprescribing process for the patient                                                                   37 (12.7)
  Coordinating logistics of deprescribing in the setting                                                               35 (12.0)
  Harnessing practitioner\'s skills and knowledge into the deprescribing process                                       30 (10.3)
  Obtaining adequate patient consent                                                                                   23 (7.9)
  Funding                                                                                                              16 (5.5)
  Other                                                                                                                11 (3.8)
  Common enablers                                                                                                      
  Beliefs of other health professionals regarding benefits of deprescribing                                            57 (24.4)
  Willingness of patients to participate                                                                               49 (20.9)
  Researcher, health professional, and/or patient experience with deprescribing                                        46 (19.7)
  Support from staff at recruitment sites                                                                              44 (18.6)
  Previous experience of people involved with conducting deprescribing trials                                          25 (10.7)
  Other                                                                                                                13 (5.6)

Participants were able to select more than one option for barriers and enablers; N = 96.

John Wiley & Sons, Ltd

4.2. Pretrial approval and participant recruitment barriers {#prp2476-sec-0009}
-----------------------------------------------------------

In seeking ethical approval for deprescribing trials (Table [3](#prp2476-tbl-0003){ref-type="table"}), respondents indicated the primary barriers were "the recruitment of vulnerable participants" (18.9%) or those "unable to provide verbal or written consent" (18.5%). When attempting to seek national regulatory authority approval, a major barrier was "establishing and demonstrating safe implementation of... intervention" (41.5%). When recruiting participants into clinical deprescribing trials, respondents indicated the major barriers were "beliefs and opinions of health professionals... influencing the decision" (31.0%) and "recruitment of participants who are unable to consent" (27.7%).

###### 

Responses to questions surveying pretrial and recruitment barriers in clinical deprescribing trials

  Question theme                                                                                                                                         Number of responses (%)
  ------------------------------------------------------------------------------------------------------------------------------------------------------ -------------------------
  Major barriers to ethical approval                                                                                                                     
  Recruitment of vulnerable participants                                                                                                                 47 (18.9)
  Recruitment of participants who are unable to provide verbal or written consent (ie, access to carer issues)                                           46 (18.5)
  Seeking approval for ethics from multiple stakeholders, for example, nursing home, nursing staff, and patient                                          42 (16.9)
  Ethics committee inexperience with reviewing protocols for deprescribing trials                                                                        41 (16.5)
  Potential for adverse drug withdrawal events associated with deprescribing medications                                                                 35 (14.1)
  Limited evidence of benefit of deprescribing medications                                                                                               27 (10.8)
  Other                                                                                                                                                  11 (4.4)
  Major barriers to national regulatory authority approval                                                                                               
  Establishing and demonstrating safe implementation of a multidisciplinary deprescribing intervention                                                   54 (41.5)
  Demonstrating good clinical practice according to national directives                                                                                  26 (20.0)
  Demonstrating quality assurance systems                                                                                                                21 (16.2)
  Establishing and demonstrating safe manufacturing of placebo and study drug(s)                                                                         12 (9.2)
  Do not know/did not understand question/not applicable                                                                                                 10 (7.7)
  Passing audits and inspections                                                                                                                         2 (1.5)
  Other                                                                                                                                                  5 (3.8)
  Major recruitment barriers                                                                                                                             
  Beliefs and opinions of health professionals caring for their patients influencing the decision to deprescribe treatments                              57 (31.0)
  Recruitment of participants who are unable to consent during the screening process due to external factors---for example, carer not present, too ill   51 (27.7)
  Patient and/or carer apprehension                                                                                                                      37 (20.1)
  Co‐ordination of study organization between researcher, recruiter and patient and/or carer, and their treating health professionals                    30 (16.3)
  Other                                                                                                                                                  9 (4.9)

Participants could select more than one option; N = 96.

John Wiley & Sons, Ltd

4.3. Appropriateness of clinical trial methodologies and participant recruitment sites {#prp2476-sec-0010}
--------------------------------------------------------------------------------------

In determining appropriate study methodologies and sites (Figure [2](#prp2476-fig-0002){ref-type="fig"}) respondents indicated most classical trial designs were suitable (79.7%‐93.2%). Classical parallel RCTs were considered the most appropriate (93.2 ± 6.0%) vs "crossover" studies (45.2 ± 12.4%). Respondents indicated this was because it would not be safe to restart potentially harmful drugs. All options for study recruitment sites (hospital in and out‐patients, nursing homes, and community settings) were deemed appropriate (81.3%‐98.8%), although hospital in‐patient sites were considered the least appropriate (81.3 ± 9.8%) due to a heterogeneous patient group and time constraints.

![Responses to questions about the appropriateness of using different trial methodologies (2A) and settings (2B) to conduct clinical deprescribing trials](PRP2-7-e00476-g002){#prp2476-fig-0002}

4.4. Potential need for future framework and CONSORT list amendment {#prp2476-sec-0011}
-------------------------------------------------------------------

Finally, respondents were asked if they believed a "legal, regulatory and good clinical practice framework" needed to be developed for clinical deprescribing trials, and whether the CONSORT list required amending to include deprescribing trials (Figure [3](#prp2476-fig-0003){ref-type="fig"}). Most respondents indicated that a good clinical practice framework did need to be developed (60.0 ± 11.0%), but that the current CONSORT list did not need amending (38.9% yes ± 11.6%). There was greater resistance to amending the CONSORT list if participants had previously conducted clinical deprescribing trials compared to those who had not been involved in clinical deprescribing trials (70.3% vs 51.4%, respectively), although this was not significant (Table [4](#prp2476-tbl-0004){ref-type="table"}). There was little difference in support levels for a clinical deprescribing framework based on previous clinical deprescribing trial experience (59.0% experienced vs 61.0% no experience) (Table [4](#prp2476-tbl-0004){ref-type="table"}).

![Responses to questions about future clinical deprescribing trial framework and CONSORT list amendment to include clinical deprescribing trials](PRP2-7-e00476-g003){#prp2476-fig-0003}

###### 

Responses to questions about a future clinical deprescribing trial framework and CONSORT list amendment to include clinical deprescribing trials, based on previous experience in clinical deprescribing trials

  Question                                                                                                                       Have you previously been involved in clinical deprescribing trials?          
  ------------------------------------------------------------------------------------------------------------------------------ --------------------------------------------------------------------- ------ ------
  Do you think we need to develop a legal, regulatory, and good clinical practice framework for clinical deprescribing trials?   Yes                                                                   61.0   39.0
  No                                                                                                                             59.0                                                                  41.0   
  Does the current CONSORT list need to be amended to include clinical deprescribing trials?                                     Yes                                                                   48.6   51.4
  No                                                                                                                             29.7                                                                  70.3   

John Wiley & Sons, Ltd

Common themes emerging from respondents' open‐ended answers revealed that a clinical deprescribing trial framework should ensure constant safety monitoring, and include robust and clinically significant outcome measures. However, those who did not believe a framework was required, nor that the CONSORT list needed amending, felt that there is already too much red tape in conducting clinical deprescribing trials, and that studies can be conducted under current frameworks (8.3% of respondents who gave comments to both of the final two questions). The full‐text comments to the last two questions are in the Supplementary Information.

5. DISCUSSION {#prp2476-sec-0012}
=============

To our knowledge, this is the first study that has systematically investigated the perspectives, attitudes, interests, barriers, and enablers in relation to conducting clinical deprescribing trials among health professionals and researchers internationally.

Respondents cited the main rationale for conducting deprescribing studies is to optimize patient‐centered outcomes, and indicated that the positive beliefs of participants and their treating clinicians regarding deprescribing were the greatest enablers. The most common barriers were the time and effort required for a clinical deprescribing trial, and the apprehension toward deprescribing of a health professional involved in the study, especially if they are involved in participant recruitment. Finally, respondents specified that classical RCTs are the most appropriate trial methodology to employ and should form the backbone of any good clinical practice framework. The attitudes, interests, barriers, and enablers of conducting clinical deprescribing trials did not alter whether respondents had previously conducted studies or not.

The primary concern reported by health professionals regarding deprescribing is safety.[5](#prp2476-bib-0005){ref-type="ref"}, [12](#prp2476-bib-0012){ref-type="ref"}, [18](#prp2476-bib-0018){ref-type="ref"}, [20](#prp2476-bib-0020){ref-type="ref"}, [21](#prp2476-bib-0021){ref-type="ref"}, [22](#prp2476-bib-0022){ref-type="ref"}, [25](#prp2476-bib-0025){ref-type="ref"} Ensuring patient safety should be the primary factor in influencing any decision made by a treating clinician---but often there is uncertainty on what deprescribing involves and its potential benefits; especially in vulnerable patient groups.[12](#prp2476-bib-0012){ref-type="ref"} These vulnerable patient groups, including those "where consent must be acquired through a proxy", and those who "transition through various healthcare settings", were recognized as the most difficult patients to enroll and retain in clinical deprescribing trials (39.5% and 44.2%, respectively). This challenge extends to when institutional ethical approval is sought, with the most commonly identified barrier being the recruitment of "vulnerable participants", and those "unable to provide... consent" (18.9% and 18.5%, respectively).

Previous studies, however, have demonstrated that patients, while having strong preexisting attitudes toward drug use, are willing to cease treatments if there may be a positive health benefit, they can reduce their drug burden, and it is deemed appropriate by their doctor.[19](#prp2476-bib-0019){ref-type="ref"}, [23](#prp2476-bib-0023){ref-type="ref"}, [26](#prp2476-bib-0026){ref-type="ref"} This is reflected with the strong response on the "willingness of patients to participate" (20.9%) as an enabler in conducting clinical deprescribing trials. Indeed, a recent study concluded that older adults generally fall into three categories regarding attitudes toward drugs and overall opinions on deprescribing: type 1 who are positive toward drugs and leave decisions to their doctors; type 2 who are more proactive and open to deprescribing; and type 3 who are generally frail and defer decisions to their doctor or caregiver.[26](#prp2476-bib-0026){ref-type="ref"} To utilize these beliefs, and ensure adequate participant recruitment, patients, and care givers, must be presented with evidence on the potential benefits of deprescribing, and how patient safety will be ensured.

To overcome prescribers' and participants' fears, a rigorous trial methodology must be practiced and respondents strongly indicated that parallel RCTs (93.2%) and cluster RCTs (92.9%) were the most appropriate trial methods for clinical deprescribing trials. Implementation/pre‐post studies were also deemed by most respondents as appropriate (79.7%), although crossover trials were deemed as not appropriate (54.8%). These attitudes toward crossover trials are reflected in current literature; with a recent narrative review finding that of 33 randomized controlled trials deprescribing single drugs, 32 employed a parallel design.[30](#prp2476-bib-0030){ref-type="ref"} Also, this review supported the assertions of this survey\'s respondents, in deeming that community and residential aged care settings (98.8% each) are the most suitable recruitment sites, with only four studies recruiting from other sites.

Despite the popularity of using RCTs in deprescribing research, some studies have incorporated a crossover methodology for deprescribing, with a systematic review identifying six such trials.[31](#prp2476-bib-0031){ref-type="ref"} These studies generated "strong patient‐specific evidence" on the effectiveness of treatments while an RCT may only have captured the cohort benefit‐to‐harm response. However, while RCTs, and N‐of‐1 trials, have been utilized in small deprescribing trials, on larger scales they can often be expensive (another identified barrier \[5.5%\]). Other researchers have performed retrospective time series analysis in real‐world populations following the implementation of a deprescribing intervention. One study improved the use of proton‐pump inhibitors (PPIs) in Australian veterans by distributing various educational materials to patients and prescribers.[32](#prp2476-bib-0032){ref-type="ref"} Overall effect was a 20.9% decrease in PPI use and 42.2% increase in lower‐dose PPI use 12 months after the final intervention. This study indicates that a variety of methods can be used in deprescribing trials to progress and translate research from the clinic to populations. Any strategies that are employed, however, need to cover the four primary safety concerns of deprescribing: adverse drug withdrawal events; return of medical condition(s); reversal of drug‐drug interactions; and, damage to the doctor‐patient relationship.[12](#prp2476-bib-0012){ref-type="ref"}

Considering the safety concerns of health professionals treating patients, the willingness of patients to participate, and the reported lack of strong evidence, it is surprising that 40% of respondents indicated that a "good clinical practice framework for clinical deprescribing trials" was not required. Also, 61.1% of respondents indicated that the current CONSORT list did not need to be amended. Respondents thought that any framework or CONSORT list modification would increase the amount of red tape that already surrounds deprescribing trials. Also, respondents felt that there are already sufficient good clinical practice frameworks and that deprescribing trials can be conducted under current CONSORT extensions. However, of those who did indicate the need for a "good clinical practice framework", the most common suggestion was to ensure constant and rigorous safety monitoring for ADEs, adverse drug withdrawal events, and potential rebound of disease. Any framework should consider that deprescribing trials can be conducted within a wide range routine clinical care with patient‐specific outcomes related to individual or collective health goals.

Our findings indicate there is already a strong interest in deprescribing trials, with the developing body of research allowing parties to support their interests and conduct their own studies. As the evidence base grows of the benefits and harms of drugs in different populations, studies can be conducted where there remains genuine uncertainty about the role of deprescribing. Furthermore, our study findings are consistent with many of the ideas and beliefs brought forward in the World Café discussion were reflected in the survey results.[12](#prp2476-bib-0012){ref-type="ref"}, [24](#prp2476-bib-0024){ref-type="ref"} Primarily, the need for more clinical deprescribing trials that focus on and utilize patient‐centered clinical interventions and outcomes, an area that was considered of utmost importance. Also, the researchers recognized the requirement of engaging other health professionals involved in the deprescribing process to improve and tailor interventions and outcomes, as well as the need to perform clinical deprescribing trials in "high‐risk" patient groups.

5.1. Strengths and limitations {#prp2476-sec-0013}
------------------------------

The main strength was that this survey was informed by international and national experts outside the research team and was distributed to an international audience encompassing a variety of occupations and experience levels in deprescribing trials. The high participation rate suggests that the data are representative of those to whom it was administered, namely researchers and health professionals interested and involved in clinical deprescribing trials. Finally, the survey was completely anonymous, minimizing bias when interpreting results.

The survey did have some limitations. Some respondents indicated that some questions were not applicable to them, especially regarding national regulatory authorities that may not be present in their jurisdiction (10.4%). Also, the survey was targeted at people already interested in deprescribing, limiting the generalizability of the findings to a wider audience, although not all respondents had experience in conducting deprescribing studies. Future researchers could use the findings from this survey and readminister it to other health professionals to discover if the attitudes are reflective of a greater community. Additionally, the impact of response shift was not captured in this survey, where beliefs and opinions toward different methods and factors of conducting clinical deprescribing trials may alter based on the lived experiences of respondents. However, given there were no differences in responses whether respondents had previously conducted clinical deprescribing trials or not, response shift may not be a large factor in participants' responses. Finally, it was not possible to determine the exact response rate from the due to not knowing how many potential participants received the survey within each organization mailing list.

In conclusion, researchers and health professionals had a variety of opinions on conducting clinical deprescribing trials with some key themes emerging. Our findings suggest that deprescribing trials should be conducted to optimize patient‐centered outcomes with health professional engagement of paramount importance to ensure the conduct of a clinical deprescribing trial and enable evidence synthesis across trials. Future studies should ideally establish a clinical deprescribing trial framework with RCTs as a model, which emphasizes monitoring safe clinical practice at all stages and targets patient‐centered outcomes. The findings and recommendations of this study could also be presented to other health care professionals not engaged in deprescribing, to gather their opinions on conducting clinical deprescribing trials and inform future researchers.
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